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Current Trends 


Community Outbreaks of Shigellosis — United States 


From 1986 to 1988*, the reported isolation rate of Shigella in the United States 
increased from 5.4 to 10.1 isolates per 100,000 persons (Figure 1). In 1988, state health 
departments reported 22,796 isolates of Shigella to CDC, the highest number since 
national surveillance began in 1965. In addition to the recent increase in Shigella 
isolation rates, many communitywide shigellosis outbreaks that have been difficult to 
control have been reported. This report describes four community outbreaks of 
shigellosis during 1986-1989 in which innovative public health control measures 
were used. 


*The most recent year for which national surveillance data are available. 


FIGURE 1. Shigella isolation rates*, by year — United States, 1975-1988" 
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Shigellosis — Continued 


(Figure 4) (population: approximately 32,100, including 18% Native Americans). 
Ninety-one percent of cases were in Native Americans. Seventy-one percent were in 
children and teenagers. An epidemiologic investigation did not identify a common 
source of infection but did suggest person-to-person transmission: 37 persons with 
symptoms compatible with shigellosis became ill after being exposed to a person 
(usually in their household) with a culture-confirmed Shigella infection. Clusters of 
cases occurred in persons residing in two Native American housing developments 
where children regularly played and ate snacks together. 

Initial interventions implemented from August 29 to September 13 included 1) ef- 
forts to contact families of patients to identify potential exposures and secondary 
cases and to provide information on hygiene and handwashing, 2) education at 
child-care centers and other institutions on the importance of hygiene and sanitation 
in preventing transmission, and 3) encouragement of physicians, hospitals, and 
clinical laboratories in the area to assist in identifying and reporting new cases. The 
number of new cases reported initially declined; however, when new cases began to 
increase again, additional measures were implemented from September 26 to 
October 4, including dissemination of information on shigellosis and its prevention 
through 1) assistance of tribal leaders in providing information in tribal newsletters 
and at informal gatherings, 2) presentations at tribal senior citizen lunches, 
3) house-to-house visits by public health officials and other persons in areas where 
clusters of cases were identified, 4) distribution of take-home handouts to students in 
child-care centers and schools, 5) press releases to local newspapers and radio 
stations, 6) puppet shows on handwashing performed at all child-care centers, where 
informational posters were distributed to attendees, and 7) notification to restaurants 
and churches of the importance of excluding symptomatic persons from food 
handling duties. The last confirmed case occurred on October 21. 


FIGURE 4. Reported cases of culture-confirmed shigellosis* — Caddo County, 
Oklahoma, July—October 1989 
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Reported by: C Pate, MS, D Safiran, F Sutton, N Scanlon, E Blanchette, Kankakee County Health 
Dept; A Kennell, MS, C Marvin, MS, L Esch, P Roberts, Peoria City/County Health Dept; K Kelly, 
C Langkop, MS, BJ Francis, MD, State Epidemiologist, Illinois Dept of Public Health. A Werz- 
berger, MD, Monroe; S Kondracki, R Gallo, DL Morse, MD, State Epidemiologist, New York State 
Dept of Health. P Callahan, P Boden, MS, GR Istre, MD, State Epidemiologist, Oklahoma State 
Dept of Health. R Myers, Indian Health Service. Div of Field Svcs, Epidemiology Program Office; 
Enteric Diseases Br, Div of Bacterial Diseases, Center for Infectious Diseases, CDC. 

Editorial Note: Since 1986, the incidence of shigellosis in the United States has 
increased in all regions of the country. The highest isolation rates were reported 
among residents of counties with large proportions of low-income minority residents, 
among young children, and among women of childbearing age. 

Communitywide outbreaks of shigellosis can be difficult to control because of the 
ease of person-to-person transmission among young children, high secondary attack 
rates, the frequently extended duration of these outbreaks, and multiple points of 
exposure. The impact of community interventions can be difficult to measure; 
however, the outbreaks described in this report suggest that effective control efforts 
should include the following: 1) communitywide recognition of the problem and 
participation in the intervention, 2) diversified and culture-specific educational efforts 
to promote handwashing and hygiene, and 3) supervised handwashing for children. 
Because community leaders can play a key role in developing interventions and 
ensuring that these interventions are accepted in the community, they should be 
actively involved in all control efforts. 

Handwashing with soap and running water may be the single most important 
preventive measure to interrupt transmission of shigellosis (7). Soap and running 
water should be readily accessible to all persons during community outbreaks of 
shigellosis. Because young children are most likely to be infected with Shigella and 
are also most likely to infect others (2), a strict policy of supervised handwashing for 
young children after they have defecated and before they eat is crucial. Institutions 
where hygiene may be suboptimal (e.g., schools, child-care centers, and homeless 
shelters) can amplify transmission of shigellosis into the community and should be 
targeted for intensive control efforts. Excluding persons with diarrhea from handling 
food and limiting use of home-prepared foods at large gatherings will reduce the risk 
of large outbreaks caused by foodborne transmission. 

Antimicrobials have a limited role in the control of epidemic shigellosis and are not 
a substitute for hygienic measures in reducing the secondary spread of shigellosis. 
Antimicrobials should be reserved for treatment of patients only when clinically 
indicated, and the decision to use antimicrobials to treat patients with mild, self- 
limiting illness should be weighed against the risk of producing resistant strains of 
Shigella (3). Prophylactic use of antimicrobials cannot be recommended to prevent 
illness in persons who are exposed but not ill. In addition, using antimicrobials to 
treat patients with mild shigellosis to reduce the spread of secondary infections is not 
known to be any more effective in preventing Shigella infections than handwashing 
with soap and water; moreover, this practice can lead to the development of resistant 
strains that complicate therapy (4,5). Because resistance patterns may change, 
antimicrobial selection should be based on ongoing monitoring of local antimicrobial 
resistance of Shigella strains. 

Shigellosis outbreaks can occur at any time of the year but are most common in 
the summertime (6). Shigella infections should be suspected in communitywide 

(Continued on page 519) 
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FIGURE |. Notifiable disease reports, comparison of 4-week totals ending July 28, 
1990, with historical data — United States 
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TABLE ll. (Cont’d.) Cases of specified notifiable diseases, United States, weeks ending 
July 28, 1990, and July 29, 1989 (30th Week) 
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TABLE Il. (Cont’d.) Cases of specified notifiable diseases, United States, weeks ending 
July 28, 1990, and July 29, 1989 (30th Week) 
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TABLE Ill. Deaths in 121 U.S. cities,* week ending 
July 28, 1990 (30th Week) 
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epidemics of diarrheal illness that disproportionately affect young children. Stool 
specimens should be obtained and state and local health departments informed 
promptly of culture-confirmed cases so that outbreaks of shigellosis can be recog- 
nized and appropriate control measures instituted. 
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Characteristics of Clients 
in Alcohol- and Drug-Treatment Centers — South Carolina, 1989 


The South Carolina Department of Health and Environmental Control (SCDHEC) 
recently evaluated characteristics of clients in detoxification programs of selected 
alcohol- and drug-treatment centers to determine 1) the human immunodeficiency 
virus (HIV), hepatitis B, and syphilis seropositivity of clients; 2) the proportion of 
clients with histories of intravenous (IV)-drug use; and 3) clients’ drug-use and risk 
behaviors and attitudes. This report presents findings of the SCDHEC evaluation. 

In 1989, the 37 public, community-based alcohol- and drug-treatment centers in 
South Carolina served 32,323 clients who had a primary diagnosis of alcohol or other 
drug use. In South Carolina, clients who are admitted to alcohol- and drug-treatment 
centers are charged for services on a sliding scale based on their ability to pay; no one 
is refused service. Clients are referred for treatment by themselves, state and local 
agencies, hospitals, and emergency rooms. Inpatient services are offered for a 
maximum of 28 days; outpatient services may continue indefinitely. In 1989, 86% of 
clients were treated on an outpatient basis. 

From April 25 through June 23, 1989, the SCDHEC surveyed and tested all clients 
entering detoxification services at alcohol- and drug-treatment centers in three urban 
counties (approximate population of each county: 300,000). During this period, 632 
clients entered the centers and were tested for HIV, hepatitis B surface antigen 
(HBsAg), and syphilis (rapid plasma reagin [RPR]); nine (1%) were HIV-antibody 
positive, 21 (3%) were HBsAg positive, and 22 (3%) had a reactive RPR. 

Of the 632 clients, 478 (76%) completed an anonymous, self-administered ques- 
tionnaire concerning drug use, HIV-transmission risk behaviors, and attitudes regard- 
ing HIV prevention. Of the clients who completed the questionnaire, 442 (92%) 
provided drug-use information. Of these, 182 (41%) indicated they had used IV drugs 
at some time in the past, and 129 (29%) indicated they had used IV drugs in the past 
year. The median age of the IV-drug users (IVDUs) was 31 years (range: 12-72 years), 
and their median education level was 12th grade (range: 4—16 years of school). Of the 
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Alcohol- and Drug-Treatment Centers — Continued 


174 for whom gender was known, 131 (75%) were male. Of the 169 for whom race was 
known, 103 (61%) were white, 63 (37%) were black, and three (2%) were other races. 
Sexual preference was known for 163 IVDUs: 150 (92%) were heterosexual and 13 
(8%; nine males and four females) were homosexual/bisexual. Drug use was reported 
by the nine HIV-positive persons: seven indicated |V-drug use as their only risk 
behavior, one indicated a history of |V-drug use and bisexuality, and one indicated a 
history of non-lV cocaine use. 

Of the 182 clients who had used IV drugs, 80 (44%) reported sharing needles or 
other drug-injection equipment. One hundred six (58%) indicated that they always 
rinsed their drug-injection equipment after use; however, only 16 (15%) of these used 
bleach when cleaning their drug-injection equipment. Of the 182 IVDUs, 28 (15%; 16 
males, 10 females, two unknown) indicated that in the past year they had exchanged 
sex for money, drugs, or other gifts. The drugs most frequently injected were cocaine 
(62%), heroin (30%), and combinations of cocaine and heroin (22%). 

Of 114 persons indicating how frequently they injected drugs, 43 (38%) reported 
injecting daily; 34 (30%), weekly; and 37 (32%), monthly. Of the 173 persons who 
answered questions on condom use, 88 (51%) reported never using condoms; 72 
(42%), sometimes using condoms; and 13 (8%), always using condoms. 

In regard to attitudes about HIV testing, 85% of the I|VDUs indicated that all persons 
in a drug-treatment program should be offered testing and counseling at the site 
where drug treatment is received. 

Reported by: JL Jones, MD, P Rion, MSPH, H Dowda, PhD, L Kettinger, MPH, R Ball, MD, 


WB Gamble, Jr, MD, State Epidemiologist, South Carolina Dept of Health and Environmental 
Control. L Nalty, MHEd, D Nalty, PhD, South Carolina Commission on Alcohol and Drug Abuse. 


Editorial Note: The findings of this evaluation by the SCDHEC have played an 
important role in the development of new disease-prevention programs in South 
Carolina alcohol- and drug-treatment centers. These programs include client educa- 
tion on the prevention of HIV infection, hepatitis B, and sexually transmitted diseases; 
specific HIV-training sessions for substance-abuse counselors; training plans for the 
implementation of outreach programs; specific risk-reduction programs for female 
I\VDUs; condom distribution programs; and a program for counselors to demonstrate 
one-on-one to clients how to clean drug-injection equipment with bleach. 

This survey (which involved 76% of clients) found that 41% of the clients of these 
centers reported IV-drug use. Clients who attend alcohol- and drug-treatment centers 
may not be representative of the IV-drug—using population in a locality (7 ); however, 
they do represent a population that is accessible through public health programs that 
offer counseling and testing for HIV and other sexually transmitted diseases, partner 
notification, and other HIV-related services (e.g., free and confidential CD4 lympho- 
cyte testing with referral to other health-care providers). These services can provide 
incentives for clients to return for follow-up counseling, which is important for 
behavioral change among IVDUs (2). Results of this evaluation also indicate that 
greater efforts in preventive education are needed to reduce risk factors associated 
with HIV transmission among IVDUs. 

References 
1. CDC. Coordinated community programs for HIV prevention among intravenous-drug users — 

California, Massachusetts. MMWR 1989;38:370—4. 

2. van den Hoek JAR, van Haastrecht HJA, Coutinho RA. Risk reduction among intravenous- 
drug users in Amsterdam under the influence of AIDS. Am J Public Health 1989;79:1355-7. 
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infant Mortality by Marital Status of Mother — United States, 1983 


From 1950 to 1987, the proportion of out-of-wedlock births in the United States 
increased sixfold, from 4% (1) to 24% of all births, respectively. In 1987, 17% of live 
births among whites and 62% of live births among blacks were out of wedlock (2). 
Because out-of-wedlock childbearing is associated with adverse pregnancy and infant 
health outcomes, increasing attention has been focused on out-of-wedlock childbear- 
ing as a maternal and child-health policy issue in the United States. 

In 1960, the infant mortality rates for out-of-wedlock births for whites and for all 
other races were 33.0 and 51.2 deaths per 1000 live births, respectively. Rates for all 
live births for whites and for all other races were 22.2 and 41.4 per 1000, respectively 
(3). To update these data, the 1983 national linked birth-death file (4 ) (the latest data 
available at the time of analysis) was analyzed; the analysis was restricted to 
singleton live births to U.S. resident white (n=2,875,283) and black (n=546,949) 
mothers. 

In 1983, 13% of singleton live births among whites and 59% of singleton live births 
among blacks were to unmarried women. Twenty percent of infant deaths among 
whites and 66% of infant deaths among blacks were among infants born to unmarried 
mothers. 

For both whites and blacks, unmarried motherhood was associated with an 
elevated overall infant mortality rate, but the association was greater for whites (rate 
ratio [RR]=1.7) than for blacks (RR=1.3) (Table 1). The overall infant mortality rate 
was higher for infants born to unmarried mothers (13.1 and 19.6 per 1000 live births 
for whites and blacks, respectively) than for infants born to married mothers (7.8 and 
14.6 per 1000 live births for whites and blacks, respectively). However, infants born to 
unmarried mothers <18 years of age had slightly lower infant mortality rates (14.3 
and 20.7 per 1000 for whites and blacks, respectively) than infants born to married 
mothers in this age group (15.4 per 1000 for whites and 23.4 per 1000 for blacks). For 
mothers =18 years of age, the out-of-wedlock/in-wedlock mortality rate ratios were 

>1 and generally increased with increasing maternal age. 

The effect of marital status on infant mortality rates was greatest in the postneo- 
natal period (28-364 days), where the variations in mortality by maternal age were 
larger. Postneonatal mortality for infants born to unmarried mothers was higher than 
for infants born to married women except for white mothers <18 years of age and 
black mothers <20 years of age. 

Reported by: T Bennett, DrPH, Institute for Health Policy Studies, Univ of California, San 
Francisco. Div of Analysis, National Center for Health Statistics; Div of Reproductive Health, 
Center for Chronic Disease Prevention and Health Promotion, CDC. 

Editorial Note: Adverse pregnancy outcomes are correlated with poverty conditions. 
In 1988, 36% of black families and 12% of white families with children <18 years of 
age were classified as living in poverty. Families with unmarried mothers are even 
more likely to be living in poverty. In 1988, 56% of black families and 38% of white 
families with children <18 years of age and no male head of household were 
classified as living below the poverty level (5). 

The finding in the 1983 birth cohort that infant mortality was lower in infants born 
to unmarried teenage mothers than in infants born to married teenagers is consistent 
with findings for earlier periods (6,7 ). This finding is not unexpected, since the marital 































TABLE 1. Infant, neonatal, and postneonatal mortality rates pe 
marital status — United States, 1983 











infant mortality* rate Neonatal 
Race/Age Married Unmarried Ratio (95% Ci") Married Unmar 
White 
All ages 78 13.1 17 (1.6—1.7) 5.0 7.8 
18 15.4 14.3 0.9 (0.9—1.0) 8.4 9.C 
18-19 11.2 13.5 1.2 {1.1—1.3) 6.5 7£ 
20—24 8.3 13.0 1.6 (1.5—1.7) 49 | 
25-29 6.8 11.6 1.7 (1.6—1.9) 4.6 7.2 
30-34 7.0 12.5 1.8 (1.6—2.0) 4.9 8.5 
35 8.5 13.8 1.6 (1.4—1.9) 6.0 8.s 
Black 
All ages 14.6 19.6 1.3 (1.3—1.4) 9.7 12.1 
18 23.4 20.7 0.9 (0.7—1.1) 11.0 12.5 
18-19 16.7 18.5 1.1 (0.9—1.3) 9.1 11.: 
20—24 14.9 19.4 1.3 (1.2—1.4) 9.1 11.4 
25-29 14.1 19.5 1.4 (1.3—1.5) 9.5 12.8 
q 30-34 14.6 20.2 14 (12-17) 108 13.3 
=35 13.5 24.0 1.8 (1.5-2.2) 10.6 16.7 
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married Ratio (95% Cli) Married Unmarried Ratio (95% Cl) 
7.8 1.6 (1.5—1.6) 2.8 5.3 1.9 (1.8-2.0) 
9.0 1.1 (0.9—1.2) 7.0 5.3 0.8 (0.7-0.9) 
7.8 1.2 (1.1—1.3) 4.7 5.7 1.2 (1.1—1.4) 
7.3 1.5 (1.4—1.6) 3.4 5.7 1.7 (1.6—1.8) 
7.2 1.6 (1.4—1.8) 2.2 4.4 2.0 (1.7—2.2) 
8.5 1.7 (1.5-2.0) 2.1 4.0 1.9 (1.6—2.4) 
8.9 1.5 (1.2—1.8) 2.4 4.9 2.0 (1.5-2.7) 
12.1 1.3 (1.2—1.3) 4.9 7.6 1.5 (1.4—1.6) 
12.5 1.1 (0.8—1.6) 12.4 8.2 0.7 (0.5—0.9) 
11.3 1.2 (1.0—1.5) 7.6 7.2 1.0 (0.8—1.2) 
11.4 1.3 (1.2—1.4) 5.8 8.0 1.4 (1.2—1.6) 
12.8 1.4 (1.2—1.5) 4.5 6.6 1.5 (1.3—1.7) 
13.7 1.3 (1.1—1.5) 3.8 6.5 1.7 (1.4—2.2) 
16.7 1.6 (1.3—2.0) 2.9 7.2 2.5 (1.7-3.7) 
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tatus of the mother confers neither risk nor protection to the infant; rather, the 
principal benefits of marriage to infant survival are economic and social support. 

The lack of economic and social support for married teenage mothers is a 
consequence of several factors. According to the 1980 U.S. Census, 39% of black 
married women aged 15-19 years were living separately from their husbands (8). 
Moreover, married teenagers are more likely to have unstable marriages than are 
older married persons (9) and are more likely to have repeated teenage childbearing 
than are unmarried teenagers (10). Married teenagers are also more likely to 
establish independent households, thereby estranging themselves from financial and 
child-care support from relatives (77 ). 

The association between marital status and infant mortality rates is stronger in the 
postneonatal period than in the neonatal period. This association suggests that 
narital status is an important proxy measure of factors traditionally related to 
postneonatal mortality, such as socioeconomic status, social support, and other 

imstances not reflected by education and other commonly used measures 
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